Background: Tuberculosis (TB) of the nose and nasopharynx are rare localizations for tuberculosis to manifest. Aim: We hope to present a case of tuberculosis of the nasopharynx and its rare presentation. Case presentation: This patient presented with a long standing history of headache and neck pain prior to being seen. Imaging showed a mass at the nasopharynx and a biopsy confirmed tuberculosis. Patient was initiated on anti-tuberculosis therapy with improvement in her symptoms on follow up. Conclusion: A high index of suspicion is imperative for early diagnosis.
Introduction
Tuberculosis remains a major health problem in the developing world, and the number in Malaysia continues to rise unabated, leading to high rates of morbidity and mortality [1] . While pulmonary tuberculosis is the commonest form, extra pulmonary tuberculosis still poses a threat (15%). The diagnosis of extra pulmonary tuberculosis is challenging as it has a lower bacterial load compared to pulmonary tuberculosis and sample collection is problematic [1] . Tuberculosis of the nasopharynx is extremely rare even in countries with a high incidence of pulmonary disease. Therefore, awareness regarding its different presentations and a high index of suspicion are important for correct early diagnosis and proper initiation of treatment. We share a case who presented with headache and neck stiffness for a prolonged period of time prior to being seen. Imaging facilitated ease in obtaining a biopsy and treatment was initiated after confirmation of diagnosis of TB.
Case Report
A 32-year-old Malay woman presented with left-sided occipital headache and left-sided neck pain for 2 years, * Corresponding author. which started during her pregnancy, and lasted for 2 years. She only sought treatment post-partum and was given painkillers, but her headache was unresponsive to medications. She also complained of restricted movement and stiffness of the neck, but had no ear, nose, throat symptoms, chronic cough or constitutional symptoms. On examination there was slight torticollis to the left, and her range of movement of the neck was limited. There was a vague diffuse fullness over the left neck. The cranial nerves were normal. She was referred to the Ear Nose and Throat (ENT) department after imaging studies. Her chest X-ray and sputum examinations did not reveal abnormalities. Rigid nasoendoscopy revealed a mass at the left postnasal space (PNS) and a biopsy was taken (Figure 1) . Computed tomography scan revealed bony destruction with enhancing soft tissue component of the left lateral mass of C1, dens of C2, left occipital condyle and clivus (Figure 2) .
Biopsy of PNS mass reported caseating granulomatous lesion, consistent with mycobacterial infection. ZiehlNeelson stain for acid-fast bacilli was positive. Patient was started on anti-tuberculosis therapy. She was seen after 5 months of treatment and her endoscopy findings did not reveal any nasopharyngeal mass (Figure 1) . However, a Magnetic Resonant Imaging (MRI) after 6 months of anti-tuberculosis therapy revealed persistent but smaller C2 enhancing mass (Figure 3) . She was extended on anti-tuberculosis therapy for 9 months. She demonstrated symptom improvement and is still on anti-tuberculosis therapy and under follow-up to date.
Discussion
Mycobacterium tuberculosis infection can occur in all tissues of the body, pulmonary tuberculosis infection being the commonest, representing around 80% of all cases of tuberculosis [2] . Otorhinolaryngeal manifestations are uncommon, the commonest being lymphadenitis followed by laryngeal tuberculosis. Most physicians do not consider TB in their differentials when patients present with otorhinolaryngeal symptoms, thus, resulting in missed diagnosis and inappropriate treatment [2] .
Tuberculosis runs an indolent course, as in this patient, whose symptoms persisted for 2 years, and was The commonest vertebra to be affected by Mycobacterium tuberculosis in adults is the tenth thoracic vertebrae (T10), and the cervical spine is very much less affected, in which the prevalence is only 1.8% out of 165 cases of head and neck TB in the series by Prasad et al. [5] , as isolated skull base TB is rare due to the fact that TB bone has a predilection for large and weight-bearing bones [3] [6] . In fact, Mancusi et al. reported that only 0.2% -1.3% of skeletal TB is localized in the skull, with involvement of the skull base occurring in only a few cases [6] . Thus this is an extremely rare form of extrapulmonary presentation of tuberculosis.
The pathogenesis of ENT TB is thought to be either from primary infection from Waldeyer's ring, from haematogenous spread from a TB focus in the lung or elsewhere, or direct inoculation from pulmonary TB. As the ear nose and throat are in close proximity with the skull base or cervical region, TB may be a manifestation of these different systems which are in close proximity [3] . It is the most probable that the patient has tuberculosis of the cervical spine leading to manifestation in the nasopharynx, given that the persistent lesion is in the C2 vertebrae.
This patient did not show evidence of pulmonary tuberculosis, but she had most probably already had TB during her pregnancy. The presentation of tuberculosis in pregnant women is similar to non-pregnant women, but it is more difficult to recognize the symptoms of malaise in pregnant women [7] , as it is fairly usual in many, and loss of weight and appetite are symptoms difficult to pin point to tuberculosis especially when the patient is pregnant, unless she offers a history of contact with TB patients or is at high risk of exposure to tuberculosis.
Biopsy is essential for diagnosis and proper treatment initiation. The nasopharyngeal mass in this patient had facilitated in ease of biopsy. Although ENT TB demonstrated low yield many a time, as in the study by Michael et al., where only 5 out of 121 otorhinolaryngeal TB cases had histopathology and culture-proven TB [2] , we managed to diagnose this case with a biopsy. She was initiated on standard anti-tuberculous therapy for the duration of 9 months and is still under follow up.
On follow-up, this patient demonstrated improvement in symptoms (resolution of headache, and reduction of neck stiffness), signs (resolution of nasopharyngeal mass), and imaging findings (smaller C2 mass) and is still on anti-tuberculosis therapy (aim of 9 months therapy) in accordance with national clinical practice guidelines. An imaging upon completion of treatment would be beneficial in assessing treatment outcome, and a bone biopsy would be essential if the lesion has not resolved, to rule out refractory cases or multi-drug resistant tuber-culosis.
Conclusion
A high index of suspicion is required when patients present with otorhinolaryngeal TB, as it runs an indolent course, and its manifestations can vary depending on the anatomical site and the adjacent structures.
